SUMMARY A retrospective study was carried out in 114 unoperated and 197 operated patients having left main coronary artery (LMCA) stenosis 2 50%. Including the operative mortality of 9.1%, survival at seven years was significantly greater following pure aortocoronary bypass graft surgery, 77.5% as compared to 48.5% for the unoperated patients (P < 0.01). The surgical mortality was significantly less during the last five years (1972)(1973)(1974)(1975)(1976), 6.2% as compared to 17% during 1969-1971 (P < 0.025). The three year survival in patients operated since 1972 was 90.2% as compared to 60.4% for LEFT MAIN CORONARY ARTERY (LMCA) STENOSIS was said to have an extremely poor prognosis.' 2 A retrospective study of survival in unoperated and operated patients having LMCA stenosis was carried out in our institution to evaluate the possible beneficial effect of surgery concerning longevity.
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Material and Methods
Three hundred and fifty cases of LMCA stenosis reducing the lumen by at least 50% were identified among the 10,000 patients subjected to selective coronary arteriography from January 1968 to December 1976 (3.6%). Excluded were eight patients who died as a consequence of coronary arteriography, 16 patients who had associated valvular or other cardiac anomalies, 21 patients in whom internal mammary artery implantation was achieved with or without aortocoronary bypass surgery, and four patients who had associated left ventricular wall resection. Of the remaining 301 patients, 10 were operated upon after a minimum period of one year on medical therapy and were thus included in the unoperated as well as in the operated cohorts. Because of the changes in clinical and angiographic findings, baseline data were recorded twice for these 10 patients, at the time of entry in the unoperated cohort, and before surgery. The study is thus based on 114 unoperated and 197 operated cases out of a total of 301 patients. There were 267 males and 34 females. Their age varied between 34 and 71 years, with a mean of 49.8 + 8. The LMCA stenosis reduced the lumen by 50% to 65% in 173 cases and by at least 70% in 138. In 10 patients, complete obstruction of the LMCA was observed ( fig. 1 ). LMCA stenosis without significant narrowing (> 50%) of other coronary arteries was present in only 11 cases (3.5%).
Effort angina was graded according to the Canadian Cardiovascular Society classification.' Unstable angina was considered when one of the following two conditions were present during the preceding month, with or without unoperated patients. Survival remained significantly higher in the operated patients when studied as subsets on the basis of the severity of the LMCA stenosis (< 70% as opposed to . 70%), and on the extent of associated obstructive disease of major coronary arteries (0-1 versus 2-3 arteries). It was significantly higher, however, only in operated patients with associated stenosis > 70% of the right coronary artery. Survival was higher following surgery only when the ejection fraction was at least 0.45, or the left ventricular end-diastolic pressure below 20 mm Hg. previous stable angina: 1) a crescendo pattern or rapid progression in severity; 2) unprovoked pain lasting more than 15 minutes. The diagnosis of heart failure was based on objective clinical and radiological signs. Old myocardial infarction was identified on the electrocardiogram in the presence of abnormal Q waves in at least two leads. A downsloping or horizontal depression of at least 1 mm of the ST segment as well as symmetrical inverted T waves were considered as ischemic ECG changes.
Selective coronary arteriography was performed with preshaped catheters in most cases. Cineventriculograms were obtained in a 300 right oblique projection. The ejection fraction was calculated by the method described by Kennedy et al.4 in 90 unoperated patients and in 155 operated patients who had technically adequate ventriculograms.
The only detected significant differences between both groups were a lower ejection fraction and a higher left ventricular end-diastolic pressure in patients of the unoperated cohort, as shown in table 1. No significant difference was observed with respect to mean age, duration of clinical manifestations, history of myocardial infarction, incidence of unstable angina, degree of effort angina, presence of congestive heart failure, and resting ECG abnormalities. These baseline characteristics were compared using Student's ttest, Chi-square or Fischer's exact test. Associated involvement of other coronary arteries did not appear to differ, nor was there any difference found in the degree of obstruction of the various coronary arteries ( fig. 1 When the patients were divided on the basis of the severity of narrowing of the LMCA, < 70% or 70%, the differences in survival between the operated and unoperated cohorts remained significant ( fig. 4) . Similarly, survival was significantly better in operated patients with associated obstructive disease (stenosis 50%) of less than two major coronary arteries as well as with involvement of two to three As shown in figure 7 , survival was significantly greater in operated patients having an ejection fraction between 0.45 and 0.59, but it was not significantly different in patients with ejection fractions below 0.45 or above 0.59. The mean ejection fraction was similar in the operated and unoperated cohorts with ejection fractions between 0.45 and 0.59 (0.51 ± 0.04 and 0.52 i 0.05), and also above 0.59 (0.67 ± 0.05 and 0.67 + 0.05). It including ours (37/640). Most deaths occur early after operation.10' 12, 14 20 The operative mortality has been reported from 3.4% to 28%.2O1 l25 In our experience, it has improved markedly, decreasing from 17% in the first two years of this study to 6.2% during the subsequent five years, that is, during 1972 to 1976 (P < 0.025). Cohen and Gorlin have also noted an improvement from 20% to 6.2%. 20 The difference in survival between unoperated and operated patients in our series became apparent with improvement in the operative mortality ( fig. 7) .
In a study without randomization of patients the difference in survival may be explained by obvious or undetected differences between the cohorts. In our study, the 
